


PROGRESS NOTE

RE: Linda Griffin
DOB: 10/21/1943
DOS: 07/03/2025
Radiance MC
CC: Met with family and reviewed the patient’s lab work.

HPI: The patient is 78-year-old female with the baseline of advanced unspecified dementia and DM II, was seen today. Her sister-in-law was present. I spent time with the patient and then wanted to review her lab work and how she is doing in general. The patient has DM II, receives insulin and oral hypoglycemic with her last A1c elevated at 9.9. It had previously been 7.5 and in that period it was clear that the patient had gained about 12 pounds. This is something that her sister-in-law is concerned about. The patient is nonambulatory, but in a wheelchair that she propels around the facility. Another voice concern was the patient’s personal care. Family feels that there is not attention paid to her bathing and hair washing, feeling that it is not happening routinely and in particular the washing of her hair. The patient has a weekly hair appointment and I reminded family of that and it is likely that her hair was washed with each appointment. We discussed ancillary services that could help make sure these things were done for the patient. She has been followed by Complete Home Health for some time and family does not seem aware of this. I placed a call to the patient’s brother/POA regarding the above issue. The patient has had no falls or acute medical events in the last several weeks. She is compliant with care. She is social. She can be found about the unit propelling herself in her manual wheelchair. 
DIAGNOSES: Advanced unspecified dementia, DM II, HTN, glaucoma, gait instability – uses a manual wheelchair, and chronic pain.

MEDICATIONS: Atenolol 100 mg q.a.m., nifedipine 90 mg ER 5 p.m., losartan 100 mg 8 p.m., glipizide 10 mg t.i.d. a.c., Lantus 45 units q.h.s., ASA 325 mg q.d., cranberry capsules 250 mg q.d., Tylenol 500 mg t.i.d., Remeron 7.5 mg h.s., Ozempic 0.5 mg subcutaneous q. Wednesday, B12 1000 mcg q. Monday, vitamin C 500 mg q.d., and D3 1000 IUs MWF.

ALLERGIES: NKDA.

DIET: Low-carb DM II diet.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Pleasant female, sitting comfortably in her wheelchair that she was propelling up and down the halls.

VITAL SIGNS: Blood pressure 143/73, pulse 68, temperature 96.7, respirations 14, and weight 125.5 pounds with a BMI of 27.2.
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HEENT: Short hair. EOMI. PERRLA. Anicteric sclerae. Ectropion of the left lower lid. Moist oral mucosa.

NECK: Supple with clear carotids.

RESPIRATORY: The patient has difficulty cooperating with deep inspiration, but just normal respiration. Lung fields are clear. She has no cough. Slight decreased bibasilar breath sounds due to effort. No evident SOB with propelling her chair or with continual talking.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. 

ABDOMEN: Obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She is weightbearing for pivot transfer. She can propel her manual wheelchair without difficulty, primarily using her feet. She has 1+ pitting edema bilateral lower extremities. She moves her arms in a normal range of motion. Good grip strength, able to hold utensils and cup.

NEURO: She makes eye contact. She smiles. She is in good spirits, easy going. She is verbal. Speech is clear. It can be random and tangential. Orientation is x 1. She seems familiar with her sister-in-law, but does not know her name. She is not able to give information regarding self or voice her need and unlikely that she understands much of what is said to her. 
ASSESSMENT & PLAN:
1. Weight gain. Six months ago, the patient’s weight was 121 pounds so that is a weight gain of 4.5 pounds which also may have affected the most recent A1c going from 7.5 to 9.9 in three months. She is on Remeron and I explained to family that while that is an antidepressant and also helps with sleep and increasing appetite which in talking with staff, she seems to have a very good appetite primarily for sweets and carbs and it may be in her best interest to change to SSRI apart from Remeron.
2. DM II. Next A1c will be in September and so we will continue on her current doses of insulin and glipizide which were changed after the 9.1 A1c was noted and continue to monitor FSBS which is done by Home Health. 
3. History of depression. We will start citalopram 10 mg q.d. and when this starts, we will discontinue mirtazapine and monitor. 
4. Sleep aid. We will try melatonin 5 mg h.s. if the patient is found to have difficulty falling asleep and can adjust the dose as needed.

5. Bilateral lower extremity edema. Tubigrip to bilateral lower extremities to be provided by home health to be placed in the morning and removed at h.s. by staff. 
6. Hyperlipidemia. She has been on a statin for some time. There has not been a lipid profile that family are aware of and would like to know that to see whether she needs to remain on the statin. 
7. Social. All of the above was reviewed with family present. I left a voicemail for her brother Jesse as well and he is also the POA. We will speak with him when he calls back and discuss continuing with her current home health or changing. 
CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
